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A B S T R A C T

Purpose
In low–tumor burden follicular lymphoma (FL), maintenance rituximab (MR) has been shown to
improve progression-free survival when compared with observation. It is not known whether MR
provides superior long-term disease control compared with re-treatment rituximab (RR) adminis-
tered on an as-needed basis. E4402 (RESORT) was a randomized clinical trial designed to compare
MR against RR.

Patients and Methods
Eligible patients with previously untreated low–tumor burden FL received four doses of rituximab,
and responding patients were randomly assigned to either RR or MR. Patients receiving RR were
eligible for re-treatment at each disease progression until treatment failure. Patients assigned to
MR received a single dose of rituximab every 3 months until treatment failure. The primary end
point was time to treatment failure. Secondary end points included time to first cytotoxic therapy,
toxicity, and health-related quality of life (HRQOL).

Results
A total of 289 patients were randomly assigned to RR or MR. With a median follow-up of 4.5 years,
the estimated median time to treatment failure was 3.9 years for patients receiving RR and 4.3
years for those receiving MR (P � .54). Three-year freedom from cytotoxic therapy was 84% for
those receiving RR and 95% for those receiving MR (P � .03). The median number of rituximab
doses was four patients receiving RR and 18 for those receiving MR. There was no difference in
HRQOL. Grade 3 to 4 toxicities were infrequent in both arms.

Conclusion
In low–tumor burden FL, a re-treatment strategy uses less rituximab while providing disease
control comparable to that achieved with a maintenance strategy.

J Clin Oncol 32:3096-3102. © 2014 by American Society of Clinical Oncology

INTRODUCTION

Rituximab is effective therapy in follicular lym-
phoma (FL).1-3 The safety and adverse effect profiles
make it an attractive alternative to cytotoxic chem-
otherapy. According to the National LymphoCare
database, 15% to 20% of patients with FL receive
single-agent rituximab as their initial therapy.4 How
to dose rituximab for the optimal blend of efficacy,
toxicity, and resource use is unclear. A strategy of
maintenance rituximab (MR), after a rituximab in-
duction, has been shown to prolong response
duration.5-7 However, it is unclear if MR ultimately
translates into better disease control, because

patients under observation have the option of re-
ceiving re-treatment with rituximab at disease
progression.8 One randomized phase II study previ-
ously examined the question of MR versus re-
treatment rituximab (RR).9 This trial demonstrated
that progression-free survival was improved by MR,
but it found no difference in the duration of disease
control (defined as time to chemotherapy). How-
ever, the trial was not definitive, because it was rela-
tively small, with 45 patients per arm, and used a
subjective primary end point.

For patients with asymptomatic low–tumor
burden FL, it has long been considered reasonable to
defer therapy until the development of symptoms or
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high tumor burden. This strategy of watch and wait (WW) was shown
to produce survival equivalent to that with immediate therapy in three
randomized clinical trials.10-12 Whether the WW strategy remains
appropriate in the rituximab era is unknown. Those with low–tumor
burden FL are an appealing patient population for clinical trials with
nontoxic agents such as rituximab, the long-term efficacy of which has
been established.13 In addition, rituximab therapy may delay the time
to first cytotoxic chemotherapy, potentially affecting health-related
quality of life (HRQOL).14-16

The Eastern Cooperative Oncology Group (ECOG) protocol
E4402—RESORT (Rituximab Extended Schedule or Re-Treatment
Trial)—was designed to definitively address the rituximab dosing
question of MR versus RR in patients with previously untreated low–
tumor burden FL. RESORT enrolled patients with both FL and
non-FL indolent lymphoma, with stratification and planned analysis
by histology (FL v other). Here we report the results obtained in the
FL cohort.

PATIENTS AND METHODS

Eligibility

Patients were considered eligible if the following parameters were met:
biopsy-proven grade 1 or 2 FL (small lymphocytic lymphoma, marginal zone
nodal, marginal zone splenic, and mucosal-associated lymphoid tissue were
eligible for trial but not included in this analysis), age � 18 years, Ann Arbor
stage III or IV, ECOG performance status 0 to 1, and low tumor burden by
Groupe D’Etude des Lymphomes Folliculaires (GELF) criteria.10 Specifically,
low tumor burden was defined as: no mass � 7 cm, � three masses � 3 cm, no
systemic or B symptoms, no splenomegaly � 16 cm by computed tomography
(CT) scan, no risk of vital organ compression, no leukemic phase � 5,000/�L
circulating lymphocytes, and no cytopenias (defined as platelets � 100,000/
�L, hemoglobin�10 g/dL, or absolute neutrophil count�1,500/�L. Patients
were excluded if they had received prior lymphoma therapy, were HIV posi-
tive, were pregnant or breastfeeding, had active infections requiring antibiot-
ics, or tested positive for the hepatitis B surface antigen.

Pathology Review

Diagnostic biopsies were to be centrally reviewed by expert patholo-
gists of ECOG to confirm correct histology in accordance with WHO
guidelines. Patients with both diffuse and follicular architectural elements

were eligible if the histology was predominantly follicular, and there was no
evidence of transformation to large-cell histology. If the interval since
diagnosis was � 12 months, repeat biopsy was required to confirm the
histology remained unchanged.

Baseline Studies

At study entry, a history was obtained for all patients; physical examina-
tion, baseline weight, and performance status were also obtained. Baseline
laboratory tests were performed within 2 weeks of registration and included
CBC, blood chemistries, �2-microglobulin, lactate dehydrogenase, serum
pregnancy test (if applicable), quantitative immunoglobulin levels, and hepa-
titis B surface antigen test. Baseline imaging included CT scans of the neck,
chest, abdomen, and pelvis within 6 weeks of registration. Baseline bone
marrow biopsies were required unless the patient had had a marrow positive
for lymphoma within the previous year.

Protocol Treatment

All patients received single-agent rituximab at a dose of 375 mg/m2

administered once per week for four doses (ie, induction rituximab), with
restaging at week 13 (Fig 1). Response was assessed using the standard lym-
phoma response criteria applicable in 2004.17 Patients with stable or progres-
sive disease (PD) at week 13 were taken off study. Patients demonstrating
partial (PR) or complete response (CR) at week 13 were randomly assigned to
either RR or MR, stratified by histology (FL v other), age (� 60 years v other),
and time from diagnosis (� 1 v � 1 year). Patients randomly assigned to RR
were observed, without any additional treatment until PD. At PD, patients
receiving RR were re-treated with four doses, once per week, of rituximab,
which were repeated at each PD, until the development of treatment failure.
Treatment failure was defined as: no response to RR, time to progression � 26
weeks, initiation of alternative therapy, or inability to complete planned ther-
apy. Patients randomly assigned to MR received a single dose of rituximab
every 13 weeks until treatment failure. The dosing interval was based on the
known rituximab pharmacokinetics at the time of protocol design.18,19 By the
definition of treatment failure described, any PD between scheduled rituximab
doses constituted treatment failure. Randomly assigned patients were evalu-
ated every 13 weeks with repeat CT scan imaging every 26 weeks.

Statistical Considerations

The primary end point of the study was time to treatment failure (TTF)
in patients with FL. Patients with nonfollicular indolent lymphoma were
enrolled as part of a prespecified exploratory analysis. Secondary end points
included time to first cytotoxicity therapy (eg, chemotherapy, external-beam
radiation, or radioimmunotherapy), toxicity, and HRQOL. The protocol did
not include criteria for initiation of cytotoxic therapy, and such decisions were

Enrollment
(N = 545)

Follicular histology
(n = 408)

Random assignment
(n = 299)

Analyzed
(n = 143)

Analyzed
(n = 146)

Arm B: Rituximab scheduled
(n = 151)

Arm A: Rituximab retreatment
(n = 148)

Nonfollicular histology
Undetermined histology

(n = 131)
(n = 6)

PD or < PR/CR
Discontinue (n = 109)

Exclude SD (n = 5)Exclude SD (n = 5)

Fig 1. CONSORT diagram for E4402 (RE-
SORT [Rituximab Extended Schedule or
Re-Treatment Trial]). CR, complete re-
sponse; PD, progressive disease; PR, par-
tial response; SD, stable disease.

Rituximab Extended Schedule or Re-Treatment Trial
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left to the discretion of the treating physician and the patient. On the basis of an
estimated 166 events among 270 randomly assigned patients with FL enrolled
over 45 months, the study was designed to detect a 36% reduction in the TTF
rate, with 81% power at a one-sided .025 significance level. This corresponds to
an improvement of median TTF from 21 months in the RR arm to 33 months
in the MR arm. Interim analysis was planned for all semiannual data monitor-
ing committee (DMC) meetings. At 78% information, the DMC concluded
futility for the primary end point and released the results. Patients still receiv-
ing therapy were given the option of coming off study and choosing the best
treatment strategy based on personal choice. Although inability to complete
protocol therapy was considered an event for the primary end point of TTF, it
was determined that treatment withdrawals after the DMC letter would not be
considered failure events. Therefore, the data for the TTF analysis were locked
as of November 1, 2011. There were no other censoring events except this
administrative locking. For all other end points, the data were locked on
September 20, 2013.

Additional analysis included overall survival (OS) and duration of
response, which was defined as the time from documented response to
documented progression. The log-rank test was used for all time-to-event
comparisons, stratified on age (� 60 years v other) and time from diagnosis
(� 1 v � 1 year). The Kaplan-Meier method and Cox proportional regres-
sion models were used to estimate failure rate, hazard ratios, and 95% CIs.
Fisher’s exact and �2 tests and t test were used to compare proportions and
means, respectively.

RESULTS

Patient Characteristics

Between November 21, 2003, and September 12, 2008, 545 pa-
tients with indolent non-Hodgkin lymphoma were enrolled (Fig 2).
Central pathology review was required per protocol, and tissue was
submitted in 507 patient cases (93%). Review of local pathology re-
ports was used in the remaining 38 patient cases. Follicular histology
was noted in 408 patients (75%) and nonfollicular histology in 131
patients (not analyzed or reported here); for six patients, the correct
histology could not be determined.

Baseline characteristics of the entire FL cohort and the 289 ran-
domly assigned patients are listed in Table 1. The two treatment arms
were well balanced for key baseline features such as age, sex, race, Ann
Arbor stage, FL International Prognostic Index (FLIPI) score, and
histologic grade. Of note, despite the fact that the population had low
tumor burden by GELF criteria, 45% of the patients had intermediate-
risk and 39% had high-risk FLIPI scores.

Clinical Responses

Of the 408 patients with FL, 289 (70.8%; 95% CI, 67% to 76%)
responded to induction rituximab and were randomly assigned to RR
(n � 143) or MR (n � 146). The CR/unconfirmed CR (CRu) rate was
11.8%. This is likely lower than expected because of missing repeat
bone marrow assessments. When comparing patients receiving RR

Induction rituximab
375 mg/m2 × 4 weekly

doses
(restage week 13)

Off study

PD or SD

PD or CR

Retreatment rituximab
   375 mg/m2 × 4 weekly doses
   Administer only for PD
   Repeat at each PD until
      treatment failure*

Maintenance rituximab
   Single 375 mg/m2 dose
   Every 13 weeks
   Continue until treatment failure*

R
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Fig 2. RESORT (Rituximab Extended
Schedule or Re-Treatment Trial) treatment
schema. CR, complete response; PD, pro-
gressive disease; SD, stable disease. (*)
Treatment failure definition: no response
to re-treatment or PD within 26 weeks of
last rituximab dose, initiation of alternative
treatment, or inability to complete planned
rituximab treatment.

Table 1. Demographic and Clinical Characteristics of Patients With
FL Enrolled Onto and Randomly Assigned in E4402

Characteristic

All Patients
(N � 408)

Randomly Assigned Patients

RR
(n � 143)

MR
(n � 146)

No. % No. % No. %

Age, years
Median 59.1 59.7 59.0
Range 25.2-86.4 26.0-86.2 25.2-86.1
� 60 218 53.4 73 51.0 78 53.4

Male sex 195 48 67 47 66 45
White race 387 95 135 94 139 95
PS 0 347 85 120 84 128 88
BM involvement 191 47 62 43 73 50
Elevated �2-microglobulin 171 42 65 46 55 38
Elevated LDH 52 13 18 13 22 15
HgB � 12 g/dL 25 6 12 8 7 5
Stage

I-II 4 1 1 1 2 1
III 201 49 79 55 67 46
IV 202 50 63 44 77 53

FLIPI score
Low 69 17 21 15 23 16
Intermediate 192 47 65 45 66 45
High 147 36 57 40 57 39

FL histology
Grade 1 291 71 101 71 97 66
Grade 2 92 23 33 23 42 29
Grade 3a 8 2 3 2 2 1
Not classifiable 17 4 6 4 5 3

Time since diagnosis � 1
year 376 92 132 92 132 90

Abbreviations: BM, bone marrow; FL, follicular lymphoma; FLIPI, Follicular
Lymphoma International Prognostic Index; HgB, hemoglobin; LDH, lactate
dehydrogenase; MR, maintenance rituximab; PS, performance status; RR,
re-treatment rituximab.
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versus those receiving MR, there was no difference in the proportion
of patients achieving CR/CRu versus PR (data not shown). Response
quality for patients in both treatment arms tended to improve over
time. Of the 120 patients achieving PR assigned to RR, 49 (41%) later
converted to CR/CRu, with either no further treatment (n � 29) or
after re-treatment at progression (n � 20). Of the 113 patients achiev-
ing PR assigned to MR, 58 (51%) converted to CR/CRu while receiv-
ing maintenance therapy.

TTF and Time to First Cytotoxic Therapy

With a median follow-up of 4.5 years, the estimated median TTF
was 3.9 years for patients receiving RR and 4.3 years for those receiving
MR (P � .54; Fig 3A). The 3-year TTF was 61% for the RR arm and
64% for the MR arm (P � .33). There were 80 treatment failure events
in patients assigned to RR and 78 in those assigned to MR (Appendix
Table A1, online only). When comparing reasons for treatment fail-
ure, more patients receiving RR developed rituximab resistance (n �
37 v 29) or required initiation of alternative therapy (n � 15 v 2),
whereas more patients receiving MR experienced an inability to com-
plete planned therapy (n � 23 v 43). A more detailed analysis of the
inability to complete therapy revealed more discontinuations because
of toxicity, death, or other disease (n � 7 v 19), as well as more
withdrawals for reasons other than toxicity (n � 16 v 24), in those

receiving MR. Because some withdrawals were for social reasons (eg,
patient tired of study commitment), which were potentially more
common in the MR arm, a sensitivity analysis was performed, censor-
ing patient withdrawals for nonmedical reasons. The estimated 3-year
TTTF was 65% for the RR arm and 73% for the MR arm (P � .16;
Appendix Fig A1, online only). For the secondary end point of time to
first cytotoxic therapy, MR was superior to RR, with 95% of patients
assigned to MR cytotoxic therapy free at 3 years versus 84% of those
assigned to RR (P � .03; Fig 3B).

Response Duration, OS, and Risk of Transformation

As anticipated, patients receiving MR were more likely to sustain
their first remission than were patients receiving RR (78% v 50% at 3
years; Fig 4A). When tracking the 143 patients assigned to RR over
time, the median response duration to induction treatment was 34.4
months; 56 patients received a first re-treatment, with 34 responses
(61%) and median response duration of 18.5 months; 12 patients
received a second re-treatment, with eight responses (67%) and me-
dian response duration of 12 months (Fig 4B); four patients received a
third re-treatment, with no responses. There have been relatively few
deaths (RR, 11; MR, 13), and there was no difference in OS between
those assigned to RR and those assigned to MR (94% v 94% at 5 years).
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To date, eight patients assigned to RR and six to MR have experienced
transformation to more aggressive histology.

Prognostic Factor Analysis

A Cox proportional hazards regression analysis was performed to
identify features associated with TTF. By univariable and multivari-
able analyses, treatment arm (RR v MR), age (� 60 v � 60 years), time
from diagnosis (� 1 v � 1 year), sex (male v female), and histologic
grade (1 v 2) were not associated with risk for treatment failure (Table
2). FLIPI score was prognostic when comparing intermediate versus
low, although only a trend was noted when comparing high ver-
sus low.

Toxicity

Both treatment strategies were well tolerated, with infrequent
grade 3 to 5 toxicities noted (Table 3). One patient developed progres-
sive multifocal leukoencephalopathy (PML) after MR dose 15 and
died. Second malignancies were reported in 16 patients receiving RR
and 14 receiving MR, with no obvious trends toward specific cancers.
Immunoglobulin (Ig) levels were measured yearly in patients receiv-
ing MR. From year 1 to 7, the median IgG level decreased 22%, from
856 to 668 mg/dL; the median IgA level decreased 45%, from 161 to 89

mg/dL; and the median IgM level decreased 48%, from 54 to 28 mg/dL
(Appendix Table A2, online only).

QOL and Resource Use

HRQOL and anxiety were measured throughout the study.
Comparison of patients assigned to RR and those assigned to MR
revealed no detectable difference in HRQOL or anxiety at any time
point. A detailed analysis of HRQOL data from RESORT is re-
ported separately.

Patients assigned to MR received more rituximab compared with
those assigned to RR. Including the four induction doses, patients
assigned to RR received a median of four doses (range, four to 16),
whereas those assigned to MR received a median of 18 doses (range,
five to 35).

DISCUSSION

Multiple trials have demonstrated that MR, after single-agent ritux-
imab, chemotherapy, or rituximab plus chemotherapy, prolongs re-
missions in FL.5,6,20,21 It is not surprising that prolonged treatment
with an effective agent generates more durable remissions. The larger
question is whether MR can achieve something more meaningful,
such as improvement in OS, time to next treatment, or HRQOL—and
if it can, will MR continue to show that same benefit when compared
with a re-treatment strategy? The goal of the RESORT trial was to
definitively determine whether a maintenance dosing strategy pro-
vided superior disease control compared with a re-treatment strategy
in low–tumor burden FL.

The data from RESORT indicate that in low–tumor burden FL,
an RR strategy uses less rituximab and provides disease control
comparable to that of an MR strategy. For the primary end point of
TTF, there was no difference between RR and MR (median, 3.9 v
4.3 years, respectively; P � .54). For the secondary end point of
time to first cytotoxic therapy, a statistically significant difference
favoring MR was observed (cytotoxic therapy free at 3 years: RR,
84% v MR, 95%; P � .03). The improvement in time to cytotoxic
therapy came at a cost. While on study, the typical patient assigned
to RR received four doses of rituximab, whereas the typical patient
assigned to MR received 18 doses. On the basis of current Centers
for Medicare and Medicaid Services payments of $693.56 per 100
mg of rituximab, for a 1.9-m2 individual, the cost difference (not
including infusion costs, nursing, pharmacy preparation, and so
on) is approximately $69,000 per patient.22

Table 2. Prognostic Factor Analyses

Variable

Univariable Multivariable

HR 95% CI P HR 95% CI P

Treatment arm (RR v MR) 1.17 0.85 to 1.60 .33 1.07 0.77 to 1.49 .68
Age (� 60 v � 60 years) 0.86 0.63 to 1.17 .34 0.89 0.61 to 1.30 .54
Time since diagnosis (� 1 v � 1 year) 0.83 0.48 to 1.41 .48 0.99 0.55 to 1.79 .97
Sex (female v male) 0.93 0.68 to 1.27 .66 0.96 0.69 to 1.33 .80
Histologic grade (1 v 2) 0.84 0.59 to 1.20 .33 0.82 0.57 to 1.18 .29
FLIPI score (intermediate v low) 1.76 1.06 to 2.92 .03 1.71 1.01 to 2.87 .04
FLIPI score (high v low) 1.57 0.94 to 2.61 .09 1.45 0.81 to 2.58 .21

Abbreviations: FLIPI, Follicular Lymphoma International Prognostic Index; HR, hazard ratio; MR, maintenance rituximab; RR, re-treatment rituximab.

Table 3. Grade 3 to 5 Toxicities in Randomly Assigned Patients

Toxicity

Grade

RR (n � 143) MR (n � 146)

3 4 5 3 4 5

Thrombocytopenia 1 — — — — —
Neutropenia — 2 — — — —
Fever without neutropenia — — — 1 — —
Infection without neutropenia — — — 1 — —
Fatigue 1 — — 3 — —
Hypertension 1 — — 1 — —
Insomnia — — — 1 — —
Hearing loss — — — 1 — —
Generalized weakness — — — 1 — —
Encephalopathy — — — — — 1
Syncope 1 — — — — —
Larynx pain — — — 1 — —
Worst degree 4 2 — 10 — 1

Abbreviations: MR, maintenance rituximab; RR, re-treatment rituximab.
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It is notable that patients randomly assigned to the RR strategy
fared extremely well. Approximately 50% of the randomly assigned
patients remained in their first remission at 3 years. First and second
re-treatment courses produced response rates of 61% and 67%, re-
spectively, with median response durations of 18 and 12 months,
respectively. The excellent outcome for patients assigned to RR was
likely in part the result of a protocol-derived selection process. By
design, only patients responding to induction rituximab were ran-
domly assigned (71%), an important fact to bear in mind when com-
paring these results with results of other trials in similar patient
populations. Nevertheless, for patients responding to rituximab in-
duction, the RR strategy is highly likely to result in avoidance of
chemotherapy or radiation therapy for many years.

A unique aspect of RESORT was the application of indefinite
MR, permitting several novel observations. Our data suggest that MR
does not accelerate the development of rituximab-resistant clones
(Appendix Table A1, online only). IgG levels changed only modestly,
with a 22% reduction over 7 years, and remained within the normal
range for most patients. However, the changes in IgA and IgM levels
were more pronounced, decreasing by 45% and 48%, respectively.
Our trial did not collect data on grade 1 to 2 infections, but other trials
have reported an increased number of infections in patients receiving
MR.21,23 Grade 3 to 4 toxicities were infrequent in both the MR and
RR arms (10 v six). Although both MR and RR were well tolerated,
there was one death resulting from PML in the MR arm, and there
were more treatment failures resulting from adverse events in patients
receiving MR (nine v one).

RESORT does not specifically address the question of WW versus
rituximab for low–tumor burden FL. That question was the subject of
a large international trial, based in the United Kingdom and con-
ducted in parallel with RESORT.24 In the UK study, 379 patients were
randomly assigned to WW or rituximab induction plus MR for 2
years. The primary end points were time to initiation of new therapy
and HRQOL, measured 6 months after the completion of rituximab
induction. Rituximab-treated patients were far less likely to require
new therapy at 3 years (88% v 46%), and they had significant improve-
ment in HRQOL, with more patients feeling in control of their situa-
tion and experiencing less anxiety around their diagnosis. The authors
concluded that “rituximab monotherapy should be regarded as a
standard approach in the management of many patients with low
tumor burden FL.”25(p434) The HRQOL tools in the UK study and the
RESORT study were identical, by design. Of interest, an HRQOL

advantage for MR was detected in the UK trial (MR v no treatment),
whereas no HRQOL difference was found in RESORT (MR v RR),
suggesting that intermittent treatment with rituximab overcomes the
anxiety associated with a WW strategy.25

In summary, the RESORT trial demonstrates that single-agent
rituximab, administered in an RR strategy, is as efficacious as MR in
low–tumor burden FL. There was no advantage for MR in TTF or
HRQOL. There was a small advantage for MR in time to first cytotoxic
therapy, but significantly more rituximab was required to achieve this
benefit. This trial has implications for both research and practice. With
regard to research, it would be highly interesting to determine if an RR
strategy could produce outcomes comparable to those of an MR
strategy, when applied after rituximab plus chemotherapy in high–
tumor burden FL.21 Given the widespread use of MR, the resource use
implications are large. With regard to practice, RESORT indicates that
if opting for single-agent rituximab as initial therapy for low–tumor
burden FL, a strategy of re-treatment at disease progression is recom-
mended over a strategy of continuous maintenance therapy.
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Appendix

Table A1. Treatment Failure by Category

Category RR MR

Rituximab resistance 37 29
No response to retreatment 23 0
TTP � 6 months 14 29

Alternative treatment 15 2
Inability to complete planned therapy because of: 23 43

AE� 1 9
Other disease state† 6 10
Patient withdrawal‡ 16 24

Other 5 4
Total 80 78

Abbreviations: AE, adverse event; MR, maintenance rituximab; RR, re-treatment rituximab; TTP, time to progression.
�AE deemed possibly treatment related.
†Development of comorbid condition, deemed unlikely related to treatment (eg, stroke, second malignancy), which precluded continuation of treatment.
‡Patient withdrawal for nonmedical reason (eg, patient unwilling to continue with computed tomography scans twice per year).

Table A2. Ig Levels Over 7 Years for Patients Assigned to MR

Year

IgG (mg/dL) IgA (mg/dL) IgM (mg/dL)

No. of
Samples Minimum Maximum Median

No. of
Samples Minimum Maximum Median

No. of
Samples Minimum Maximum Median

1 103 435 1528 856 103 24 412 161 103 8 368 54
2 87 390 1530 800 86 28 441 154 84 5 371 49
3 81 343 1500 765 81 27 435 135 80 4 268 47
4 48 472 1550 731 49 40 416 115 46 7 93 37
5 39 431 1464 655 47 39 322 127 39 12 134 43
6 25 493 1011 710 25 40 218 131 25 13 128 44
7 13 482 1410 668 13 32 225 89 13 10 113 28

Abbreviations: Ig, immunoglobulin; MR, maintenance rituximab.
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Fig A1. Sensitivity analysis of time to treatment failure with censoring of treatment failures resulting from nonmedical reasons. FU, follow-up.
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